Objective: Recent studies indicate that many preschoolers meet diagnostic criteria for psychiatric disorders. However, data on the continuity of these diagnoses are limited, particularly from studies examining a broad range of disorders in community samples. Such studies are necessary to elucidate the validity and clinical significance of psychiatric diagnoses in young children. The authors examined the continuity of specific psychiatric disorders in a large community sample of preschoolers from the preschool period (age 3) to the beginning of the school-age period (age 6).
Method: Eligible families with a 3-year child were recruited from the community through commercial mailing lists. For 462 children, the child's primary caretaker was interviewed at baseline and again when the child was age 6, using the parent-report Preschool Age Psychiatric Assessment, a comprehensive diagnostic interview. The authors examined the continuity of DSM-IV diagnoses from ages 3 to 6.
Results: Three-month rates of disorders were relatively stable from age 3 to age 6. Children who met criteria for any diagnosis at age 3 were nearly five times as likely as the others to meet criteria for a diagnosis at age 6. There was significant homotypic continuity from age 3 to age 6 for anxiety, attention deficit hyperactivity disorder (ADHD), and oppositional defiant disorder, and heterotypic continuity between depression and anxiety, between anxiety and oppositional defiant disorder, and between ADHD and oppositional defiant disorder.
Conclusions:
These results indicate that preschool psychiatric disorders are moderately stable, with rates of disorders and patterns of homotypic and heterotypic continuity similar to those observed in samples of older children. Recent studies suggest that many preschool-age children meet diagnostic criteria for psychiatric disorders (1) (2) (3) (4) (5) (6) (7) . Indeed, rates of psychopathology may be as prevalent in preschoolers as in school-age children (8) . While this suggests the importance of the preschool period for early identification and intervention, there is considerable skepticism regarding the validity of psychiatric diagnoses in preschoolers (9) . This skepticism derives from several sources. First, existing symptom scales, generally based on measures developed for older youths and adults, may not adequately distinguish developmentally normative behavior from psychopathology in young children (10, 11) . Second, preschool assessment can be complicated by the rapid developmental changes in language, cognition, emotion, and social behavior that characterize this period (8) . Finally, there is a widespread belief that young children will "grow out" of their problems, as well as concern that diagnoses will result in stigmatization (9) .
Longitudinal studies are among the principal means of evaluating the validity of psychiatric diagnoses (12) . Given the controversial status of early childhood psychopathology, there is a pressing need for research on the course and stability of preschool psychiatric disorders to elucidate their clinical significance and future implications. The existing literature has several limitations. First, most studies have examined a limited range of disorders, with the majority focusing on externalizing problems such as oppositionality, attention deficits, hyperactivity, and impulsivity (13) (14) (15) (16) (17) . These studies show that externalizing disorders are moderately stable through school age, suggesting that many children do not "grow out" of their behavioral problems. Less is known about the stability of internalizing problems in preschoolers, and findings of studies in this area are less consistent (18) (19) (20) (21) (22) (23) . These studies suggest that although internalizing problems often persist through school age, they may be less stable than externalizing problems.
A second limitation is that most longitudinal studies of preschool psychopathology have used parent rating scales rather than diagnostic interviews (e.g., 10, 21-23). Although parent rating scales laid the foundation for the field of preschool psychopathology (24) , these measures provide few details about the nature, duration, and clinical significance of symptoms and do not permit an evaluation of the prevalence or stability of diagnoses. A few studies have assessed psychopathology in preschoolers using respondent-based structured diagnostic interviews (e.g., 5), which rely on the parents', rather than the researchers', judgment to rate symptoms. This may be problematic for preschool psychopathology, given the difficulty of distinguishing normative, transient behavior from clinically significant symptoms. In contrast, with interviewer-based instruments, raters employ their clinical experience or a detailed glossary to determine whether participants' descriptions meet specified criteria for each symptom.
Finally, previous studies are limited by relatively small samples, often considered high-risk (23) or drawn from social service (18) , psychiatric (13, 25) , or primary care (13, 15, 19, 26) settings. To our knowledge, there have been no follow-up studies in large community samples that used structured diagnostic interviews to assess a broad range of psychiatric disorders during the preschool period.
In this study, we examined the continuity of specific psychiatric disorders in a large community sample of preschoolers using a comprehensive diagnostic interview designed for this population (27) . We examined the stability of 3-month rates of disorders from the preschool period (age 3) to the beginning of the school-age period (age 6). We compared rates of diagnoses at ages 3 and 6 and examined the homotypic and heterotypic continuity of disorders.
Method

Participants
Families with a 3-year-old child living within 20 miles of Stony Brook, New York, were eligible to participate in a larger study of temperament and psychopathology (28); children with significant medical or developmental disorders were excluded. We used commercial mailing lists to recruit participants. Compared with other methods, such as random digit dialing, commercial mailing lists are more cost-effective in targeting a small subgroup of the population (such as families with a 3-year-old) and produce samples with similar characteristics (29) .
Of the 815 families identified as eligible, 66.4% entered the study and a parent was interviewed about the child (N=541). There were no significant differences between families that participated and those that did not on child sex and race/ethnicity and parental marital status, education, and employment status. Participating parents provided written informed consent after receiving a complete description of the study. The study was approved by the human subjects review committee at Stony Brook University, and families were compensated for participating.
The parent who served as primary caretaker was interviewed regarding his or her 3-year-old child. For 462 children (85.4%), the parent was interviewed again when the child was 6 years old. At the age 3 assessment, interviews were conducted by telephone; at the age 6 assessment, interviews were conducted inperson. In a comparison of children who completed both assessments with those who completed only the first assessment, only one significant difference was observed in age 3 demographic variables and diagnoses: 85.9% of children without depression at age 3 (456/531) participated at age 6, whereas only 60.0% of children with depression at age 3 (6/10) participated at age 6 (x 2 =5.27, df=1, 541, p,0.05). Table 1 presents demographic information about the study sample. As detailed elsewhere (2), the sample's demographic characteristics were reasonably representative of the surrounding county.
Measures
Child psychopathology. The Preschool Age Psychiatric Assessment (3, 27) is the first published diagnostic interview designed to assess a comprehensive range of DSM-IV disorders in children 2 to 5 years of age. DSM-IV diagnoses were derived using algorithms created by the instrument's developers. Symptoms that have occurred during the 3 months preceding the interview are rated to maximize recall. Emotional disorders included any depressive disorder (major depressive disorder, dysthymic disorder, or depression not otherwise specified) or anxiety disorder (specific phobia, separation anxiety disorder, social phobia, generalized anxiety disorder, agoraphobia, selective mutism); behavioral disorders included attention deficit hyperactivity disorder (ADHD) and oppositional defiant disorder. Panic disorder was assessed, but none of the children met criteria.
At the age 3 assessment, interviews were conducted by advanced graduate students in clinical psychology who received training from an experienced interviewer from the group that developed the interview. Assessments usually lasted about 1 hour and were conducted by telephone. We used telephone interviews because parents had to be present during laboratory assessments (28) with the child, and we felt it would be too burdensome to require an additional visit to the laboratory. A second rater from the pool of interviewers independently rated audiotapes of 21 interviews. The interviews were randomly selected, but we oversampled from participants who reported problems in their children to ensure some variability. Kappa values were 1.00 for all diagnoses.
At the age 6 assessment, interviews were conducted by a master's-level psychologist with extensive experience with structured diagnostic interviews and training on the Preschool Age Psychiatric Assessment. This interviewer was blind to results of the age 3 assessments. The age 6 interviews were conducted face-to-face with the parent while the child participated in other laboratory assessments. Diagnostic interviews with parents regarding their children have yielded equivalent results when administered by telephone and face-to-face (30) . A second diagnostician (an advanced graduate student trained on the interview) rated audiotapes of 35 interviews, again oversampling participants with psychopathology. Kappa values were 0.64 for depression, 0.89 for any anxiety disorder, 1.00 for separation anxiety, 0.79 for specific phobia, 1.00 for agoraphobia, 0.64 for ADHD, and 0.87 for oppositional defiant disorder (neither rater diagnosed other anxiety disorders in this subsample).
Early Childhood Inventory-4. At the age 3 assessment, parents completed the ADHD and oppositional defiant disorder sections of the Early Childhood Inventory-4, a parent-rated scale used to screen for DSM-IV disorders in 3-to 6-year-olds (31) . In this sample, alpha coefficients for the Early Childhood Inventory-4 were 0.79 for ADHD-inattention, 0.82 for ADHD-hyperactivity/ impulsivity, and 0.85 for oppositional defiant disorder. Because of our concerns about the time required to administer the questionnaire at the age 3 assessment, the ADHD and oppositional defiant disorder scales of the Early Childhood Inventory-4 were used in the first 60% of the sample (N=324) as a screen to help determine whether to complete these sections of the Preschool Age Psychiatric Assessment. If evidence from the screener indicated that the child was unlikely to meet diagnostic criteria for ADHD and oppositional defiant disorder, the interviewer briefly confirmed the absence of these symptoms with the parent and skipped the relevant section(s) of the interview. In the remaining 40% of the sample (N=217), the ADHD and oppositional defiant disorder sections of the Preschool Age Psychiatric Assessment were administered to all parents. All results were similar in the two subsamples.
Data Analysis
Anxiety disorders were analyzed as individual disorders and as an aggregate category. Depressive disorders were analyzed only as a single category because of their low prevalence. McNemar's tests were used to compare rates of diagnoses between the age 3 and age 6 assessments. To examine associations between diagnoses over time, odds ratios were computed using logistic regression with age 3 diagnoses entered as independent variables and age 6 diagnoses entered as dependent variables. Unadjusted odds ratios and adjusted odds ratios, controlling for comorbidity at age 3 in the heterotypic analyses, are presented along with 95% confidence intervals (CIs). Tests were two-tailed, and alpha was set at 0.05. Table 2 lists the rates of diagnoses at the age 3 and age 6 assessments; there were no sex differences associated with diagnoses at either assessment. The prevalence of any psychiatric disorder was similar at age 3 and age 6.
Results
Rates of Diagnoses
Meeting criteria for a diagnosis at age 3 was associated with an almost fivefold greater risk of meeting criteria for a diagnosis at age 6 (odds ratio=4.74, p,0.001, 95% CI=3.04-7.43). Of children who met criteria for a diagnosis at age 3, 50.4% (64/127) met criteria for a diagnosis again at age 6. Conversely, 52.0% (64/123) of children who met criteria for a diagnosis at age 6 previously met criteria for a diagnosis at age 3. Overall, 13.9% (64/462) of the sample met criteria for a disorder at both time points.
Rates of any emotional, anxiety, or behavioral disorder did not change between the two assessments. However, there was a significant increase in the rate of any depression. Of the 10 specific disorders assessed, there was a significant increase in ADHD and a significant decrease in generalized anxiety disorder; rates of the other diagnoses did not change.
Homotypic Continuity
There was significant homotypic continuity between age 3 and age 6 anxiety, ADHD, and oppositional defiant disorder ( Table 3 ). The homotypic analysis could not be computed for depression because none of the few cases at age 3 remained a case at age 6. Analyses were also conducted with each of the specific anxiety disorder 
Heterotypic Continuity
There was significant heterotypic continuity between age 3 depression and age 6 anxiety, age 3 anxiety and age 6 depression, age 3 anxiety and age 6 oppositional defiant disorder, age 3 ADHD and age 6 oppositional defiant disorder, and age 3 oppositional defiant disorder and age 6 ADHD; the results for age 3 depression and age 6 oppositional defiant disorder approached but fell short of statistical significance (Table 3) . After controlling for any significant concurrent age 3 comorbidity (see reference 2), the results remained significant for each of these associations, with the exception of age 3 depression with age 6 anxiety; for age 3 ADHD with age 6 oppositional defiant disorder, the association approached but fell short of significance. Heterotypic continuity did not differ as a function of sex.
These analyses were also conducted with each of the anxiety disorders (Table 4 ). There were significant associations of age 3 depression with age 6 separation anxiety and age 6 social phobia; age 3 social phobia with age 6 specific phobia; age 3 separation anxiety with age 6 depression, age 6 oppositional defiant disorder, and age 6 agoraphobia; age 3 agoraphobia with age 6 depression, age 6 specific phobia, age 6 social phobia, age 6 generalized anxiety disorder, and age 6 selective mutism; and age 3 selective mutism with age 6 generalized anxiety disorder. Results were similar after controlling for concurrent age 3 comorbidity, with two exceptions: age 3 separation anxiety no longer predicted age 6 agoraphobia and age 3 agoraphobia no longer predicted age 6 social anxiety. There were no sex differences in patterns of continuity.
Discussion
To our knowledge, this is the first study to examine the stability of specific psychiatric disorders in a large community sample of preschoolers using a comprehensive diagnostic interview and a prospective longitudinal design. At both the age 3 and age 6 assessments, approximately a quarter of the sample met criteria for a diagnosis within the previous 3 months. The overall rate of disorders did not change over this period. Half the children who met criteria for a diagnosis at age 3 again met criteria for a diagnosis at age 6, and about half the children who met criteria for a diagnosis at age 6 had met criteria for a diagnosis at age 3. Overall, children who met criteria for a diagnosis at age 3 were nearly five times as likely as other children to meet criteria for a diagnosis again at age 6.
Previous studies have reported that substantial numbers of preschoolers meet criteria for a psychiatric diagnosis (1-8). Our findings here indicate that many of these children continue to exhibit psychopathology 3 years later, which supports the validity of Preschool Age Psychiatric Assessment DSM-IV diagnoses in preschoolers and indicates that for many children these are not transient problems that are rapidly outgrown. However, this does not preclude the possibility that some of our cases were false positives exhibiting developmentally normative levels of particular behaviors; more work is needed to determine the threshold between normal and pathological behavior in early childhood (11) . In other cases, there may be personal or environmental factors that promote recovery in preschoolers with psychiatric disorders. We plan to examine this issue in future analyses. Finally, these results cannot be generalized to other classification systems. The organization Zero to Three has an alternative diagnostic system for young children (32) , but few data are available on its reliability and validity (9) .
Although the rates of most disorders were similar at ages 3 and 6, there was a significant increase in rates of depression and ADHD and a decrease in generalized anxiety disorder. Previous research suggests that depression is diagnosed more often in older rather than younger preschool-age children (8, 20) . The increase in the rate of depression may reflect children's growing ability to vocalize distress, which would raise parents' awareness of these symptoms. This increase may also reflect an actual change in the rate of depression as children transition to school age, when they face increasing performance demands and develop a growing tendency to compare themselves with others, perhaps less favorably (33) . The increase in rates of ADHD is consistent with other research (34) and may reflect the fact that symptoms are more impairing and easier to recognize as children enter formal schooling, requiring them to function in increasingly demanding social and academic contexts and maintain greater control over their behavior. The reason for the decrease in the rate of generalized anxiety disorder is less clear, and there are few data on this condition in preschoolers to elucidate it (35) . It is possible that the developmentally normative inquisitive nature of younger children (36) is perceived as worrying by some parents. The importance of studying worry in young children (3, 35) is underscored by this unexpected finding.
There was significant homotypic continuity between age 3 and age 6 for anxiety disorders, ADHD, and oppositional defiant disorder, as well as for five of the six individual anxiety disorders. Little research has been conducted on the stability of a broad range of specific disorders assessed with a diagnostic interview in community samples of preschoolers, and there are no comparable data on the stability of individual preschool anxiety disorders. Similar to our findings, other studies have reported that preschoolers with ADHD (14, 17) and oppositional defiant disorder (13) are likely to continue to meet criteria for these disorders into school age, although the degree of continuity varied across these few studies. One study reported significant homotypic continuity for preschool depression (20) in the context of a case-control design. Although we did not observe homotypic continuity of depression, too few children had depression diagnoses at age 3 to examine this question in a meaningful fashion.
We found heterotypic continuity between depression and anxiety, anxiety and oppositional defiant disorder, and ADHD and oppositional defiant disorder. The magnitudes of the odds ratios were largely similar across homotypic and heterotypic analyses (although caution is warranted in making comparisons, given the large standard errors), suggesting that there is both stability and change in diagnostic status over time. Depression and anxiety disorders at age 3 each predicted the other at age 6, which is consistent with findings in school-age children, adolescents, and adults (37, 38) . In addition, ADHD and oppositional defiant disorder at age 3 each predicted the other disorder at age 6. However, results were attenuated somewhat when we controlled for concurrent age 3 comorbidity. Age 3 agoraphobia was associated with multiple age 6 diagnoses: depression, specific phobia, social phobia, generalized anxiety disorder, and selective mutism. Although the meaning of agoraphobia in early childhood is unclear, these findings warrant further investigation. The observed heterotypic pathways may reflect causal effects, shared risk factors, or different expressions of similar processes (39); these results point to the importance of a better understanding of changing phenotypes across development (11) . While homotypic continuity is central to the classic Robins and Guze (12) framework for validating psychiatric diagnoses, the role of heterotypic continuity is more ambiguous. If it is viewed as one disorder changing into a distinctly different disorder, it would indicate poor validity. However, if heterotypic continuity represents two phases or alternative presentations of a single disorder, as is often assumed, this supports validity, albeit for a broader diagnostic construct. Unfortunately, it is difficult to distinguish between these scenarios without a firm understanding of the underlying processes.
We are aware of only one longitudinal study that assessed psychiatric disorders in a large sample of preschool-age children from ages 2-5 to age 7 (19) . Similar to our findings, that study reported moderate diagnostic stability, which was greater for externalizing disorders than for emotional disorders. However, structured diagnostic interviews were not used, and only broad diagnostic categories (i.e., emotional, disruptive, and other disorders) were examined.
In evaluating these results, a number of limitations should be considered. First, although retention was relatively high, almost 15% of the children assessed at age 3 could not be assessed at age 6. However, there were few differences between participants and dropouts, suggesting that any bias due to attrition is likely to be small. Second, interviews with parents were conducted by telephone for the age 3 assessment and face-to-face for the age 6 assessment. However, diagnostic interviews with parents regarding their children have yielded equivalent results when administered by telephone and face-to-face (30) . Third, we used a screen for ADHD and oppositional defiant disorder to reduce administration time for the first 60% of the sample in the age 3 assessment. However, given the interviewers' confirmation of negative screens, the false negative rate was probably quite low. In addition, results were comparable for the two parts of the sample. Fourth, diagnoses were based on interviews with one parent. Incorporating data from other sources (e.g., a second caretaker, observation of the child) and confirmation of diagnoses by an experienced child psychiatrist or psychologist would provide a more comprehensive assessment and minimize biases associated with a single informant. Fifth, given the small number of cases of major depression or dysthymia, depression not otherwise specified was included in the "any depression" group, which may have increased the heterogeneity of this category. Sixth, the 3-month primary period may have limited our ability to identify cases with onset and remission occurring prior to this period or between assessments. This issue may be particularly problematic for episodic disorders such as depression. Seventh, the use of audiotapes to assess interrater reliability produced high-end estimates compared with independent interviews. Eighth, for some of the continuity analyses, the confidence intervals were relatively large. Finally, the sample was largely white and middle-class. Although this mirrored the demographic characteristics of the area, the stability of preschool psychiatric disorders should be examined in more diverse samples. Indeed, disorders may be more persistent in environments characterized by high levels of stress and adversity (40) .
In summary, this is the first study to examine the stability of a wide range of specific psychiatric disorders in a large community sample of preschoolers using a comprehensive diagnostic interview and a prospective longitudinal design. We found that Preschool Age Psychiatric Assessment DSM-IV diagnoses were moderately stable and that children with a diagnosis at age 3 had a fivefold greater risk of meeting criteria for a diagnosis at age 6. These data support the validity of preschool psychiatric diagnoses and underscore the importance of early identification and intervention in preschoolers to prevent chronicity and recurrence.
